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A B S T R A C T Background
The provision of highly active antiretroviral therapy (HAART) in resource-limited settings follows a public health approach, which is characterised by a limited number of regimens and the standardisation of clinical and laboratory monitoring. In industrialized countries doctors prescribe from the full range of available antiretroviral drugs, supported by resistance testing and frequent laboratory monitoring. We compared virologic response, changes to first-line regimens, and mortality in HIV-infected patients starting HAART in South Africa and Switzerland.
Methods and Findings
We analysed data from the Swiss HIV Cohort Study and two HAART programmes in townships of Cape Town, South Africa. We included treatment-naïve patients aged 16 y or older who had started treatment with at least three drugs since 2001, and excluded intravenous drug users. Data from a total of 2,348 patients from South Africa and 1,016 patients from the Swiss HIV Cohort Study were analysed. Median baseline CD4 þ T cell counts were 80 cells/ll in South Africa and 204 cells/ll in Switzerland. In South Africa, patients started with one of four first-line regimens, which was subsequently changed in 514 patients (22%). In Switzerland, 36 first-line regimens were used initially, and these were changed in 539 patients (53%). In most patients HIV-1 RNA was suppressed to 500 copies/ml or less within one year: 96% (95% confidence interval [CI] 95%-97%) in South Africa and 96% (94%-97%) in Switzerland, and 26% (22%-29%) and 27% (24%-31%), respectively, developed viral rebound within two years. Mortality was higher in South Africa than in Switzerland during the first months of HAART: adjusted hazard ratios were 5.90 (95% CI 1.81-19.2) during months 1-3 and 1.77 (0.90-3.50) during months 4-24.
Introduction
The introduction of highly active antiretroviral combination therapy (HAART) since 1996 has substantially improved the prognosis of HIV-infected patients in industrialized countries [1] . Only few drugs were available initially, but today over 20 approved antiretroviral drugs from four drug classes are available, including nucleoside reverse transcriptase inhibitors (NRTIs), non-nucleoside reverse transcriptase inhibitors (NNRTIs), protease inhibitors (PIs), and fusion inhibitors. In industrialized countries doctors prescribe from the full range of available antiretroviral drugs. Resistance testing and frequent monitoring of CD4 cell counts and viral load are used to individually tailor drug regimens.
In contrast, based on the experience of treating tuberculosis, the World Health Organization (WHO) has developed a public-health approach to providing HAART in resourcelimited settings. This approach takes the realities of weak health systems into account, including the level of training of health-care workers, the high patient burden, limited availability of drugs, and the experience of pilot programmes [2, 3] . Key characteristics of this public-health approach include the standardisation of first-line and second-line regimens, simplified clinical decision-making, and standardised clinical and laboratory monitoring [3] . The choice of regimens in these programs is determined primarily by cost and ease of administration and can include drugs that are no longer widely used in industrialized countries. Viral load monitoring is not considered essential, and individual drug resistance testing is generally not available. A survey of national guidelines developed by 43 low-and middle-income countries showed that the public-health approach to antiretroviral therapy has been widely adopted in these countries [4] . An estimated 2 million people living with HIV/AIDS were receiving treatment in low-and middle-income countries by December 2006, representing 28% of the estimated 7.1 million people in urgent need of treatment at that time [5] .
We compared the public-health and individual approach to HAART by analysing virologic response, changes to first-line regimens, and mortality in patients starting HAART in Switzerland and two townships in Cape Town, South Africa.
Methods
We analysed data from the Khayelitsha and Gugulethu HAART programmes in the Republic of South Africa, which are part of the International Epidemiological Databases to Evaluate AIDS in Southern Africa (IeDEA-SA), and made comparisons with the Swiss HIV Cohort Study (SHCS).
Khayelitsha and Gugulethu Cohorts, Cape Town, South Africa
Khayelitsha and Gugulethu are townships located within the Cape Town metropolitan area with estimated populations of 400,000 and 300,000 people, respectively. Khayelitsha had, in 1999, the first routine government-run programme for the prevention of mother-to-child transmission of HIV in South Africa. Antiretroviral treatment has been available since 2001 at three government clinics providing HIV care, supported by Mé decins Sans Frontiè res. In Gugulethu the Usaphu Luwethu (''Our Family Clinic'') antiretroviral treatment programme was initiated by the Desmond Tutu HIV Centre in September [7] .
In Khayelitsha, viral load assessments are performed routinely before starting HAART, after 3 mo, and then every 6 mo. In Gugulethu viral load is assessed before starting HAART and every 4-mo thereafter. Plasma viral load was measured using a branch DNA hybridization technique (Bayer HIV-1 RNA 3.0 assay, Leverkusen, Germany) or nucleic acid sequence-based amplification (Nuclisens EasyQ assay, bioMé rieux, Boxtel, The Netherlands). In South Africa, provincial and national guidelines recommend switching drug regimens after two consecutive viral loads above 5,000 copies/ml, but patients were not necessarily switched when they fulfilled these criteria.
All treatment, clinic consultations, and laboratory work are free of charge. In both sites patients receive counselling and adherence support. Patients on HAART who miss appointments are contacted where possible, and if required, traced through home visits. More details on the Khayelitsha and Gugulethu cohorts are given elsewhere [8, 9] .
Swiss HIV Cohort Study
Set up in 1988, the Swiss HIV Cohort Study is a national prospective cohort study of HIV-infected patients followed up at outpatient departments of five University hospitals (Basel, Bern, Geneva, Lausanne, and Zurich) and two Cantonal hospitals (Lugano and St. Gallen) in Switzerland. A comparison with official AIDS notifications and deaths indicated that about 70% of all patients living with AIDS in Switzerland participate in the study [10] .
Data collection and study procedures are standardised. Detailed information on demographics, mode of HIV acquisition, risk behaviours, clinical events, laboratory results, and treatments is collected at registration and then at intervals of 6 mo. HIV-1 RNA (Roche Amplicor HIV-1 Monitor assay), CD4 counts, and other laboratory parameters are measured at least every 3 mo. Clinical AIDS diagnoses (Centers for Disease Control and Prevention [CDC] stage C) are recorded by the treating physicians on the basis of the 1993 CDC criteria [11] . The decision to change therapy was informed by the International AIDS Society-USA guidelines. All services, including antiretroviral therapy and laboratory testing, are covered by compulsory health insurance. More details on the SHCS are given elsewhere [12, 13] .
Eligibility Criteria and Definitions
The same eligibility criteria were applied to patients in Switzerland and South Africa. All treatment-naïve patients who started HAART at any point since 2001 (the year when HAART became available in the two South African sites), had at least one day of follow-up, and were aged 16 y or older were included. Patients from Switzerland who acquired HIV through intravenous drug use were excluded from the analysis because they are a group that is not represented in the South African cohorts. In the South African cohorts HIV transmission information is not routinely recorded, but most patients were infected through heterosexual contacts. HAART was defined as a combination of at least three antiretroviral drugs. 
Ethical Approval and Laboratory Quality Assurance
The local ethics committees of all seven study sites that participate in the SHCS approved the study, and written informed consent was obtained from all participants. Data collection in the townships Khayelitsha and Gugulethu, South Africa, as well as participation of these studies in the Antiretroviral Treatment in Lower Income Countries Collaboration (ART-LINC) collaboration of IeDEA, were approved by the ethics committee of the University of Cape Town, which did not require informed consent. All laboratories involved in South Africa and Switzerland participate in quality assurance programmes.
Endpoints
The following endpoints were considered: time to first treatment change (overall and by reason for change), virologic suppression (defined as HIV-1 RNA 500 copies/ ml), viral rebound (defined as HIV-1 RNA above 500 copies/ ml) after having achieved viral suppression, CD4 response, and death from all causes. Viral rebound is usually defined as two consecutive values above a given threshold. In our analysis we used a single value, as the measurement frequency differed between settings. In a sensitivity analysis we used two consecutive values above 500 copies/ml. The threshold of 500 copies/ml was chosen because assays of different sensitivities were used during the study period. Regimen change was defined as any change to the treatment regimen, including interruption and discontinuation, but excluding dosage adjustments. The treating physician indicated the reason for regimen changes, and these reasons were classified as failure (virologic, immunologic, or clinical), toxicity, and other. Specific definitions of reasons for regimen change, including, for example, lactic acidosis, were not standardised across sites. The severity of toxicities was not assessed.
Finally, we determined the proportion of initial regimens that complied with the national South African guidelines or, in the case of Switzerland, the International AIDS Society-USA guidelines current at the time of starting HAART.
Statistical Analysis
We used an ''intent-to-continue-treatment'' approach and thus ignored changes to treatment, including treatment interruptions and terminations for virological endpoints and death. Time was measured from the start of HAART or from the first viral load measurement of 500 copies/ml or below to the time the outcome occurred, the time of the last follow-up visit, or 2 y after baseline, whichever came first. A patient was considered lost to follow-up if the time between the last visit of the patient and the closing date of the cohort was longer than 1 y. Only patients who potentially had 1 y of follow-up were included in the analysis of loss from followup.
We used Kaplan-Meier graphs and Cox proportional hazard models (for mortality and first treatment change) and logistic regression (for viral response and viral rebound) to estimate hazard ratios (HRs) and odds ratios (ORs) of endpoints occurring, in comparing the two South African cohorts with the Swiss cohort. For mortality, a separate model was fitted for the first 3 mo after starting HAART (the period with the highest mortality [14] ) and for months 4-24. Since background mortality differs between the two settings, we compared expected mortality rates in Switzerland and South Africa. We obtained estimates of non-HIV-related background mortality by sex and age group from the Global Burden of Disease project [15, 16] , and used these rates to calculate expected numbers of deaths in the two South African cohorts. Similarly, we used rates available from the Swiss Federal Statistical Office to calculate expected deaths for the Swiss cohort.
For viral response the first viral load measurement within 6-12 mo after baseline was classified into 500 copies/ml (virologic suppression) or .500 copies/ml. We used logistic regression instead of a time-to-event approach, because the frequency and timing of viral load measurements differed between the two settings. Analyses were adjusted for baseline CD4 count, HIV-1 viral load, stage of disease, sex, and age.
We calculated the rate of changing the first treatment regimen by reason of change and time periods (1-3 mo, 4-6 mo, 7-12 mo, and 13-24 mo) by dividing the number of patients developing the event by the number of person-years at risk. We used Poisson regression to calculate confidence intervals (CIs) for rates. Cause-specific cumulative incidences were calculated applying a competing risk approach [17, 18] . We used competing risk Cox regression as described by Lunn and McNeil [19] to jointly analyze treatment change due to failure, intolerance, and other reasons. This analysis was adjusted for the same variables as above.
All analyses were performed using Stata version 9.2. Results are presented as Kaplan-Meier probabilities, rates per 100 person-years, and HRs or ORs, with 95% CIs.
Results

Patient characteristics
A total of 3,364 patients-2,348 from Khayelitsha and Gugulethu and 1,016 from the Swiss HIV Cohort Study-were observed for 2,362 and 1,564 person-years, respectively. The median observation time (taking censoring after 2 y into account) was 0.7 y (interquartile range [IQR] 0.3-1.3 y) for Gugulethu, 1.0 years (0.5-1.5 y) for Khayelitsha and 2.0 y (1.1-2.0 y) for the Swiss cohort. Table 1 In Khayelitsha and Gugulethu over 95% of patients were treated with one of four NNRTI-based first-line regimens whereas in Switzerland 36 different regimens were used ( Table 1 ). The most commonly used regimens in South Africa were stavudine/lamivudine (d4T/3TC) in combination with efavirenz (EFV) (39.1%) or nevirapine (NVP) (33.2%). In Switzerland the most frequent regimens were zidovudine/ lamivudine (AZT/3TC) in combination with either EFV (n ¼ 304, 29.9%) or boosted lopinavir (LPV) (n ¼ 202, 19.9%) or nelfinavir (NFV) (n ¼ 99, 9.7%). Stavudine (d4T) was used in 35 patients (3.4%) only. In South Africa 2,339 (99.6%) of patients started with a regimen that was in accordance with guidelines, compared to 966 (95.1%) of patients in Switzerland. In Switzerland 45 patients (4.5%) received regimens that may have been chosen because of primary resistance or as part of a study, and five patients (0.5%) received regimens that clearly violated guidelines.
Changes to First-Line Regimens
Changes to the initial regimen during the first 2 y of HAART were considerably more frequent in Switzerland than in South Africa: 539 patients (53.1%) compared to 514 patients (21.9%) experienced at least one change during the first 2 y of HAART. Substitutions of one drug were the most frequent change both in Switzerland (274, 50.8%) and South Africa (328, 63.8%). Figure 1 shows rates of any type of change during months 1-3, 4-6, 7-12, and 13-24 along with the estimated cumulative probability of change, by reason for changing regimens: toxicity, failure, or other reasons. The cumulative probability of change at 2 y due to toxicity was 23.8% (95% CI 21.0%-26.7%) in Switzerland compared to 11.7% (95% CI 10.0%-13.5%) in Khayelitsha and Gugulethu. In contrast, the probability of changes due to failure was similar in Switzerland and South Africa: 5.1% (95% CI 3.7%-6.8%) and 3.9% (2.5%-5.6%), respectively. In patients who were switched for failure, the median log 10 HIV viral load values at the time of treatment switch due to failure was 4.4 log 10 copies/ml in South Africa (n ¼ 31) and 3.4 log 10 copies/ml in Switzerland (n ¼ 39) (p , 0.001 for difference). In South Africa all patients who switched for failure had detectable viral loads, whereas in Switzerland ten patients (29%) had viral loads 500 copies/ml. An estimated 30.9% (95% CI 27.7%-34.1%) of patients had changed regimens for other reasons in Switzerland compared to 14.1% (12.1%-16.3%) in South Africa.
In both settings toxicity was the dominant reason for treatment change in the first 3 mo, but rates were considerably higher in Switzerland than in South Africa: 53 per 100 person-years (95% CI 44-63) compared to 21 per 100 personyears (17) (18) (19) (20) (21) (22) (23) (24) (25) . Other reasons dominated from month 4 onwards, again with higher rates of change in Switzerland. Treatment failure as reason for drug changes was rare in both settings. Table 2 compares reasons for regimen change in more detail. For toxicity the most notable difference relates to elevated lactate levels and lactic acidosis: in Khayelitsha and Gugulethu 32 (13.4%) of all regimen changes due to toxicities were due to lactic acidosis (associated with d4T in 31 patients). In the Swiss study no patient changed the initial regimen due to elevated lactate levels. Treatment changes due to abdominal and gastrointestinal toxicity, including liver toxicity, were more common in Switzerland than in South Africa. Changes due to other reasons were also more frequent in Switzerland. The predominant other reasons for changing first-line regimens in South Africa were pregnancy and tuberculosis. In Switzerland changes due to patient requests were common.
Virologic Response, Rebound, CD4 Response, and Mortality
The frequency of HIV-1 RNA measurements differed in the two settings (Figure 2 ). The median time to the first HIV-1 RNA determination was 3.1 mo (interquartile range [IQR] 2.8-3.7 mo) in Khayelitsha and Gugulethu compared to 1.0 mo (0.7-1.5 mo) in the Swiss study. During follow-up HIV-1 RNA was measured at regular time intervals in South Africa (median 3.9 mo, IQR 3.2-6.0 mo) whereas in Switzerland the time intervals were not well defined (2.9 mo, 1.9-3.4 mo). A similar picture was evident for CD4 counts (unpublished data). Kaplan-Meier plots show that in both settings most patients suppressed HIV-1 RNA to 500 copies/ml or less ( Figure 3 , top graph) within one year: 96.0% (95% CI 95.1%-96.9%) of patients in the townships and 95.5% (94.0%-96.7%) in the Swiss cohort. The proportion of patients with viral load values 500 copies/ml at different time points was around 90% up to 2 y in both Switzerland and South Africa.
Among the 2,644 patients who suppressed viral replication to 500 copies/ml (1,716 in South Africa and 928 in Switzerland), the probability of a viral rebound at 2 y after suppression was 25.5% (95% CI 22.1%-29.3%) in South Africa and 27.1% (23.9%-30.7%) in Switzerland (Figure 3 , middle graph). When analyses were repeated with two consecutive measurements above 500 copies/ml, the rate of viral rebound was slightly higher in Switzerland than in South Africa, which is expected considering the higher measurement frequency in Switzerland. Mortality was substantially higher in South Africa than in Switzerland during the first months of HAART (Figure 3 , bottom graph). Cumulative mortality at 6 mo was 8.6% (95% CI 7.5%-9.8%) and 0.9% (0.5%-1.8%), respectively. The proportion of patients lost to follow-up was similar: by 1 y, 3.5% (95% CI 2.5%-4.7%) of patients in Khayelitsha and Gugulethu and 3.2% (2.2%-4.7%) of patients in the Swiss cohort were lost to follow-up.
Univariable and Multivariable Analyses
The results from univariable and multivariable logistic and Cox models comparing the South African cohorts with the Swiss cohort are presented in Table 3 . For the three endpoints change from first-line regimen, virologic response and viral rebound, adjusting the models for sex and age, CD4 cell count, HIV-1 RNA, and stage of disease at baseline had only modest effects on HRs and ORs. The adjusted HRs comparing South Africa with Switzerland for treatment change due to failure, intolerance, and other reasons were 0.25 (95% CI 0.12-0.50), 0.44 (0.32-0.60), and 0.30 (0.22-0.40) respectively, but there was little evidence for a difference in virologic response and viral rebound (Table 3 ). In contrast, HRs for the mortality endpoints were attenuated considerably in multivariable analysis: the adjusted HRs were 5.90 (95% CI 1.81-19.21) during months 1-3 and 1.77 (0.90-3.50) during months 4-24. The expected non-HIV-related mortality rate was 28.1 per 10,000 person-years in the South African cohorts compared to 13.3 in the Swiss cohort, for a rate ratio of 2.11 (95% CI 1.10-4.06).
Discussion
This comparative study of patients starting HAART in South Africa and Switzerland found that the initial virologic response was similar, despite profound differences in patient characteristics and the approach to antiretroviral therapy, and different viral strains causing the epidemics in the two countries. Compared to South Africa, about twice as many changes to the treatment regimen were recorded in Switzerland during the first two years. Mortality was higher in South Africa than in Switzerland, particularly during the first three months of HAART.
Public Health and Individualised Approaches to HAART
In South Africa, where the prevalence of HIV-1 subtype C infection in the general population is estimated at 19%, the Department of Health published detailed treatment guidelines for adults and children in 2004 [6] , with the objective of providing access to all patients in need. All patients start a regimen consisting of a recommended NRTI backbone and either EFV or NVP. In December 2006, an estimated 1,000,000 people in South Africa needed HAART, and 325,000 were receiving it [5] . In contrast, in Switzerland the prevalence of HIV-1 is below 1% and mainly of subtype B, HAART is covered by the compulsory basic health insurance package, and access is therefore universal. Care is highly individualised and delivered by specialists in HIV medicine. The choice of the initial regimen is influenced by several factors, including convenience, viral resistance to treatment, potential side effects, and physician and patient preferences. In both countries the provision of HAART has been found to be cost-effective from a health services and societal perspective [20] [21] [22] .
Antiretroviral Anarchy?
There has been concern that unregulated use of antiretroviral drugs, interruptions in drug supplies, and the lack of monitoring of treatment response in sub-Saharan Africa might lead to ''antiretroviral anarchy'' and the emergence of viral resistance [23] . For example, in Abidjan, Cô te d'Ivoire, 39 (57%) of 68 patients who had relied on friends or relatives in Europe or the United States for antiretroviral drugs before a HAART programme was established had mutations in their virus associated with resistance to at least one drug [24] . Similar data were reported from Libreville, Gabon [25] . The development of resistance is closely linked to incomplete adherence to therapy, and several studies have shown that good adherence can be achieved in resource-limited settings [26] [27] [28] . The overall virologic response observed in this study suggests that adherence was good in the two South African townships (the delay in reaching viral load values below 500 copies/ml in South Africa is probably explained by the lessfrequent viral load determinations in the township cohorts compared to Switzerland). Therefore, our results indicate that antiretroviral anarchy has been prevented in township ART programmes in South Africa.
In industrialized settings, a substantial proportion of new infections now involve strains resistant to one or more drugs [29] . Viral resistance is rare in South Africa at present [30] , but is bound to increase in the future. WHO monitors drug resistance at sentinel sites in South Africa and elsewhere [3] . The use of single-dose NVP to prevent mother-to-child transmission of HIV may increase resistance levels, but the implications for treatment are a matter of debate and the subject of ongoing studies [31] .
Considering the large number of first-line regimens used in Switzerland, and the high rate of changes to these regimens, one might argue that antiretroviral anarchy may in fact be more prevalent in Switzerland than in South Africa. However, we found that 95% of patients used regimens that were in accordance with the International AIDS Society-USA guidelines in place during this period. Few regimens violated the current guidelines. Nevertheless, a more standardised approach to the choice of the first-line regimen and monitoring of viral load could probably reduce costs in Switzerland without compromising the effectiveness of HAART.
Treatment Changes
Treatment changes that were reported to be due to toxicity in the first 3 mo of treatment were more frequent in Switzerland than in South Africa, despite the fact that in Switzerland more drugs, and more drugs with a more favourable adverse effects profile, are available. The type of toxicities leading to treatment changes were fairly similar in the two settings, with the exception of symptomatic hyperlactataemia or lactic acidosis, which was recorded in 32 patients in South Africa but not observed in Switzerland. This difference is not surprising in light of the widespread use of stavudine in South Africa but not in Switzerland. In South Africa few patients switched because of lipodystrophy, despite the widespread use of stavudine, possibly because follow-up was relatively short. Indeed, a previous analysis of the Khayelitsha and Gugulethu cohorts showed that drug substitutions due to lipodystrophy occurred mainly after the first year of treatment [32] . We stress that our analysis was restricted to treatment changes attributed to toxicities: we did not assess the overall incidence of toxicities nor the severity of adverse events.
Early Mortality
Patients in South Africa started therapy with much more pronounced immunodeficiency than did those in Switzerland, reflecting the large number of patients in great need of treatment during the scale-up of HAART in South Africa. In line with a previous collaborative analysis [14] , the higher mortality in the South African townships was probably only partly explained by lower CD4 cell counts and more advanced clinical stage at treatment initiation. It seems likely that specific comorbidities, including invasive bacterial and fungal infections, are important in this context. For example, an earlier analysis of the Gugulethu data showed that six (27%) of the 22 deaths that occurred during the first 3 mo were due to cryptococcal disease, with a clinical course suggestive of immune reconstitution disease [33] .
Unfortunately, causes of death are not recorded systematically in the South African cohorts. A study from rural Uganda showed that a positive serum cryptococcal antigen was associated with substantially increased early mortality (adjusted relative risk 6.6; 95% CI 1.9-12.6) [34] . The corresponding relative risk for active tuberculosis was 4.4 (95% CI 1.2-15.4) [34] . Clinical trials in South Africa and elsewhere will help identify strategies to reduce mortality, including, for example, trials of HAART initiation in HIV-TB coinfected patients [35] and isoniazid preventive therapy in patients receiving HAART [36] . Limited access to diagnostic tests, procedures, and drugs to diagnose and treat opportunistic illnesses, including access to intensive care, may also have contributed to the higher mortality in the South African townships.
After the first few months of HAART, mortality was low in both the South African and Swiss cohorts. The higher mortality in South Africa during this period probably reflects a higher (non-HIV-related) background mortality in South Africa. This interpretation is supported by our comparison of mortality in Switzerland with non-HIV-related mortality in South Africa. South African national HAART programme still bases its treatment guidelines on the 2002 WHO guidelines, which recommend HAART only for patients with WHO stage IV disease or a CD4 cell count of less than 200 cells/ll [37] . These recommendations were revised in 2003 and now state that in patients with WHO stage III disease, treatment should be considered when the CD4 count is below 350 cells/ll and initiated before the CD4 count drops to below 200 cells/ll [38] . Recent analyses from Cape Town showed high mortality before HAART is started or before a formal AIDS diagnosis is made [39] [40] [41] . Taken together, there is strong evidence that public health strategies to increase access in South Africa should be further promoted. A recent analysis of the Swiss cohort showed that in Switzerland, late presentation is the reason for late initiation of HAART: once the diagnosis is made, uptake of HAART is fast [42] .
Strengths and Limitations of the Study
All patients in this study were treatment-naïve at the start of HAART, and results are therefore not affected by previous antiretroviral therapy.
The two South African township programmes were part of the first public HAART programmes in Southern Africa and are typical of many sites involved in the scale-up of HAART in this region. Scale-up is reflected in the rapid increase in the number of patients starting therapy during the study period. Our study did not, however, include the private sector in South Africa, and no comparison has been made between the overall quality of medical care to support HAART and HIV disease management that is likely to have an important impact on mortality. The SHCS was one of the first HIV cohort studies worldwide [12] , and it includes all major HIV outpatient clinics as well as a number of large private practices. It is estimated that about 40% of all patients with HIV and about 70% of patients with AIDS are included [10] .
A limitation of our study is that although the reasons for changes in therapy were assessed prospectively, this was not done using the same, standardised instrument and definitions in South Africa and Switzerland. The attribution of the causes for treatment change is further complicated by the fact that causes are not independent: a patient might want to change therapy due to side effects, or side effects can cause problems with adherence, which then leads to treatment failure.
The rate of loss to follow-up was low: in both settings patients who missed appointments were contacted and, if required, traced. However, follow-up information for the South African sites is limited due to the continuous scale-up: i.e., the majority of patients were registered only recently and were thus followed only over a short period of time. These patients will, by definition, not be lost to follow-up. Continued follow-up of patients in South Africa is needed to allow comparisons of treatment responses over longer periods of time. HRs are given for mortality and treatment change, ORs for initial viral response and viral rebound. The difference in the number of patients included in these analyses compared to the total number of patients shown in Table 1 Conclusions A public-health approach to HAART provision using a limited repertoire of drugs and relatively few viral load measurements resulted in virologic treatment outcomes in townships in South Africa that were similar to outcomes in Switzerland. Our study also shows that many patients would benefit from earlier initiation of therapy, particularly in South Africa.
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